INTRODUCTION
Lymph node infarction is a very rare occurrence as it has abundant vascularity and well developed anastomosis of blood vessels. Only limited number of cases have been previously reported in the literature. [1] [2] [3] In most of these cases, occlusive vascular thrombosis affected hilar or intra nodal veins. Infarction of Lymph node can be due to various non-neoplastic and neoplastic causes. [4] [5] [6] It may also follow fine needle aspiration cytology procedure. 7 However the etiology of lymph node infarction may be difficult or impossible to determine on histopathological examination.
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CASE REPORT
A 40 years old female patient presented with a swelling in the submandibular region of 6 months duration. History of recent increase in size was noted. There was no history of pain or fever. History of trauma with the head of her baby in the submandibular region one year ago was significant. There were no other significant co morbidities. Physical examination revealed a swelling of size 8x6 cm in the sub mandibular region, which was mobile and non-tender. No signs of local inflammation were observed. Routine investigations including biochemical, serological testing for HIV, HBSAg and hematological tests were within normal limits.
Ultrasonographic examination of the local area showed hematoma within the muscle planes of sub mandibular region along with evidence of a well-defined hyperechoic lesion of about 2x2 cm in size.
FNAC revealed few lymphocytes admixed with occasional macrophage and cell debris against a necrotic back ground. A diagnosis of necrotizing lymphadenitis was made. Subsequently lymph node excision biopsy was done and sent for histopathological examination.
Histopathological examination of the smaller lymphnode showed features of reactive follicular hyperplasia.
Sections studied from the larger lymphnode mass showed total effacement of lymphnode architecture by large areas of infarction. Thin peripheral rim of viable tissue composed predominantly of lymphocytes admixed with few plasma cells were seen. The infarcted area showed preservation of cellular outlines. There was no evidence of histiocytes, epitheloid cells, granulomas or other atypical cells.
A diagnosis of Lymph node infarction was made. 
DISCUSSION
Lymph node infarction is a very uncommon phenomenon reported in the literature. Lymph nodes are well vascularised and therefore infarction is uncommon. It is associated with various non-neoplastic and neoplastic conditions.
Non-neoplastic conditions associated with infarction are polyarteritis nodosa, viral infections (infectious mononucleosis, parvovirus B19), cholesterol atheromatous embolism, thrombosis, gold injections, intestinal volvulus, mononeuritis multiplex, fine needle aspiration cytology and post mediastinoscopy procedures, and finally may be idiopathic. [9] [10] [11] [12] [13] Hemorrhagic infarction of hilar lymph nodes has also been reported recently in association with heart-lung transplantation. 14 Neoplastic lesions most commonly associated with infarction are malignant lymphoma and metastatic malignancy. 15 Massive infarction of the lymph node should raise the suspicion of lymphoma and must be thoroughly investigated.
The type of coagulative necrosis indicates ischemic nature of the necrosis. In superficial lymph nodes arteries and veins enter the node through the hilar region. This vascular distribution explains the sparing of subcapsular lymphoid tissue in lymph node infarction. In contrast, deep lymph nodes which lack a hilum show more extensive necrosis. The entire nodal parenchyma is necrotic and strongly eosinophilic ghosts of lymphocytes are seen. The reticulin network is preserved as shown by the silver staining. Early acute inflammatory reaction gradually changes to a chronic inflammatory infiltrate in which lymphocytes are the predominant cell type. The zone of granulation tissue containing numerous newly formed capillaries is closely opposed to the necrotic tissue. 8 There is little published data on the role of IHC in the evaluation of lymph node infarction. It is widely believed that necrotic tissue is not suitable for immunophenotypic studies because of loss of antigenicity and non-specific staining.
CONCLUSION
We report a rare case of lymph node infarction associated with trauma. However any infarcted lymph node should be eyed with suspicion especially when it is enlarged in size. Multiple deeper sections & biopsy of other lymph nodes may be very useful to unearth the underlying cause and finally if no underlying cause is found, the patient should be followed up for a minimum period of 2 years.
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